T
he World Health Organization (WHO) defines sexual health as the ''state of physical, mental and social well-being in relation to sexuality; it is not merely the absence of disease, dysfunction or infirmity. 1 '' It further states that ''sexual health requires a positive attitude and respectful approach to sexuality and sexual relationships, as well as the possibility of having pleasurable and safe sexual experiences, free of coercion, discrimination and violence.
1 '' Although the Centers for Disease Control and Prevention (CDC) has recently made improvements in sexual health a key priority, sparse data on the current state of sexual health in United States exist. 2 Current data on the state of sexual health in the United States are vital to ensure success in reaching the goals of CDC's sexual health promotion mission.
Sexually transmitted infections are associated with increased risk of poor birth and reproductive health outcomes 3Y9 as well as increased risk of HIV transmission and acquisition. 10Y12 However, a sexually transmitted disease (STD) diagnosis may also have large impacts on sexual health and overall quality of life. Given the fact that there an estimated 19 million new STD infections annually, 13 the impact of an STD diagnosis on sexual health may represent a large amount of avoidable morbidity. These issues have almost exclusively been examined in the context of infection with human papillomavirus (HPV) 14Y18 and herpes simplex virus (HSV). 19Y21 Sexual health is often studied in the context of reproductive and gynecologic conditions, and we are not aware of data on broader examinations of sexual health.
22Y25
Given this deficiency, it is difficult for programs to develop a holistic approach to improving sexual health that is data-driven and evaluable.
The objective of this study was to describe sexual health measures of women seeking care at our STD clinic and whether reported differences in sexual health were seen based on whether the woman was experiencing symptoms of an STD or was diagnosed as having a STD at that visit.
METHODS
A survey of women seeking care at San Francisco City Clinic, the only municipal STD clinic in San Francisco, was conducted between January 25, 2010, and June 15, 2010. A convenience sample of English-speaking women aged at least 15 years seeking clinic services during this period were offered the questionnaire during clinic registration. If a woman declined or was not offered the questionnaire, this was not recorded. Because women were offered the questionnaire at registration, those who had multiple visits during the study period may have completed the questionnaire multiple times. Because individual risk and quality of life measures could change throughout the period, we did not limit the results to the first survey completed. Questionnaires contained the chart number and date of visit but no other identifying information. Records were then matched on these variables with the electronic clinic database to determine basic demographics, reason for visit, whether the woman was symptomatic at visit, if the woman had a history of an STD, and if the woman was diagnosed as having an STD at that visit. Symptomatic status was based on both self-report and clinician findings at the visit; history of STD was based on previous reports of a reportable condition or diagnosis at the clinic. Sexually transmitted disease included in the analysis were chlamydia, gonorrhea, syphilis, bacterial vaginosis (BV), trichomoniasis, and pelvic inflammatory disease (PID). Registration staff explained that the survey was confidential but not anonymous and that participation was voluntary.
Given the lack of standardized tools or CDC guidance for assessing sexual health, we modified and combined a variety of tools in developing our instrument. The survey instrument included portions of a WHO survey (WHO Qualify of Life BREF) that examines physical health, psychological health, social relationships, and environments to measure overall sexual health 26 as well as the Female Sexual Function Index (FSFI), which measures sexual functioning in women including satisfaction and arousal. 27 To assess whether women seeking care at San Francisco City Clinic had experienced intimate partner violence, 2 brief questionnaires were usedVthe Hurt, Insult, Threaten, and Scream Scale and the Partner Violence Screen survey. 28, 29 Additional questions about current birth control use, current children, and current attempts to conceive children were added.
The survey was approximately 3 pages and consisted of 5-point Likert scale questions, yes/no questions, multiple choice, and open-ended responses. For the Likert scale responses, the 2 highest categories were combined and compared against other responses (e.g., ''always'' and ''most of the time'' were compared against ''some of the time,'' ''few times,'' and ''never''). Results were stratified by reported sexual activity in the previous 2 weeks, diagnosis of STD at visit, and by whether the patient was symptomatic at the time of visit. If women said that they had no sexual activity (a response option) in the prior 2 weeks in any of the FSFI questions, they were categorized as no sexual activity. Women reporting no sexual activity in the previous 2 weeks were excluded from the analyses stratified by symptomatic and diagnosis at visit. Pearson W 2 test was used to compare the differences between women seen at the STD clinic with and without symptoms and women who were and were not diagnosed as having an STD at the visit where the survey was completed. In addition, we conducted a sensitivity analysis that excluded BV from the current STD variable; however, there were no differences found in the quality of life measures when BV was excluded. Therefore, these data are not presented.
All analyses were done using SAS version 9.2 (SAS Institute Inc., Cary, NC). Because these analyses were done for public health evaluation and planning, this study was considered exempt from human subjects' considerations in accordance with the Code of Federal Regulations, Title 45.
RESULTS
Throughout the study period (January 25 to June 15, 2010), 1784 female visits occurred in the clinic, of which 822 (46.1%) completed a questionnaire. Less than 10% of women completed the survey more than once during the study period. Women who completed the survey were younger and more likely to be white and symptomatic compared with women who did not complete a survey (Table 1) . Among those completing the questionnaire, approximately half were completed by women younger than 26 years (Table 2) . Twenty-one percent were among women seeking care for a family planning reason. White women constituted approximately 39% of the survey respondents; black women, 23%; Asian women, 19%; Hispanic women, 16%; and women of any other race/ethnicity, 4%. Among respondents of the survey, 591 (72%) women reported at least 1 sexual encounter in the previous 2 weeks. As expected, women reporting sexual activity were more likely to be symptomatic at the visit (59.2% vs. 51.1%, P = 0.0341). However, there was no significant difference in STD diagnosis between women reporting sexual activity and those reporting no sexual activity (25.6% vs. 20.4%, P = 0.1168). Women reporting no sexual activity in the previous 2 weeks were more likely to feel insecure about sexual relationships (13.9% vs. 9.1%, P = 0.0471), state that their health limited their social activities (14.3% vs. 9.0%, P = 0.0251), feel isolated from others (14.3% vs. 7.6%, P = 0.0033), and feel angry (13.4% vs. 7.3%, P = 0.0057) ( Table 1) .
Among the women who reported sexual activity in the past 2 weeks, few differences were seen in comparison with women diagnosed and not diagnosed as having an STD. Women with a current STD were less likely to be white (27.8% vs. 43.3%, P G 0.0001) and were more likely to be symptomatic (69.5% vs. 29.6%, P G 0.0001) (Table 3) . Interestingly, no statistically significant differences were seen in sexual health measures between women with and without an STD.
Because many STDs are asymptomatic, we explored differences in sexual health between women presenting to the clinic with and without symptoms. Similarly, few differences were seen between symptomatic and asymptomatic patients. Symptomatic women were less likely to be white (34.5% vs. 42.7%, P = 0.0009). The only measure of sexual health that was different between asymptomatic and symptomatic women was reports of being self-conscious during sexual activity (16.6% vs. 10.7%, P = 0.045) ( Table 4) .
DISCUSSION
In an effort to better understand possible determinants of sexual health in women attending the municipal STD clinic in San Francisco, we surveyed female patients seeking care. Among women completing our survey, almost 30% of respondents reported no sexual activity in the previous 2 weeks. Women who reported no sexual activity during that period also were more likely to agree with negative statements, such as feeling insecure, isolated, angry, and limited by their health. Few differences were seen between women with and without symptoms and women with and without a diagnosis of an STD with respect to sexual health measures. However, women with a current STD were more likely to be black and have symptoms. Similarly, women with symptoms at the visit were more likely to be black but were also more likely to report a feeling of selfconscious during sexual activity.
These data represent one of the few reports we are aware of that assess sexual health broadly in an STD clinic population and not specifically related to a diagnosis (HPV or HSV) or condition (e.g., polycystic ovarian syndrome, chronic vulval or pelvic pain, or pelvic inflammatory disease). Efforts to improve sexual health will require more standardized tools that can describe the need for a measure of overall sexual health and data that can track any improvements over time. Although our data are collected from a selected population, namely, women seeking STD and reproductive health services, we believe that more analyses similar to ours may help focus resources and interventions to measure and improve sexual health. Furthermore, few national probability-based samples of the US population are available, and it is unlikely that sexual health measures will be added to the existing surveys (such as National Health and Nutrition Examination Survey or National Survey of Family Growth); therefore, data from selected populations of men and women in the United States may be all that is available.
The continuing challenge in these efforts is that there are sparse data about overall sexual health in populations. In studies of viral STD, persons infected with herpes reported lower quality of life compared with a national sample, particularly among young women. 15 In addition, among persons with a history of anogenital warts in Vancouver, measurements of quality of life were significantly lower than age-matched, population norms. 17 In a descriptive study of persons with HPV, most survey respondents reported experiencing depression, isolation, or shame, as well as impacts on sexual behavior. 16 Chronic pelvic pain resulting from pelvic inflammatory disease has also been associated with lower quality of life scores compared with women without chronic pelvic pain. 23 However, interpretation with other studies should be done cautiously because these may not be entirely comparable.
Approximately 28% of women during the study period reported no sexual activity in the previous 2 weeks. Although these women were less likely to have symptoms, they were also more likely to report that they often felt negative toward sexual health measures. For example, women with no reported sexual activity were more likely to say they felt ashamed, angry, isolated, and insecure. Because these data are cross sectional, it is unclear whether the lack of sexual activity preceded the negative feelings or vice versa.
We found few differences between women who were diagnosed as having an STD at any visit compared with women who were not. This contrasts to results from a study among women testing for chlamydia; in that study, women with a positive test result were more likely to have an increase in anxiety about sexual aspects of their lives compared with women having a negative result 1 month after the test result (75% increase vs. 26% increase, P = 0.02. 30 Given that many STDs are asymptomatic in women, the finding of our study is not entirely surprising. However, when stratified by symptom status, similarly few differences were seen in sexual health measures. The lack of differences may be because the survey was administered in an STD clinic population and the small differences in a homogenous population are not evident. Another explanation may be that, unlike with men, symptoms among women may be less painful and may not affect everyday sexual health as dramatically. It is also possible that some symptoms, namely, vaginal discharge, have an STD and non-STD etiology and a relatively high prevalence, leading to normalization, which may be less likely to affect sexual health enough to impact these measurements.
Given the minimal differences among women based on symptoms and disease, this suggests that there are other factors that impact the quality of life and sexual health of women seeking care at an STD clinic. Therefore, it is important that programs view sexual health in broader terms than the absence of disease. Creating tools such as indices or sexual health scores developed by psychometricians that can be used to measure sexual health is a necessary first step for programs to understand the sexual health of a community and to evaluate the impact of campaigns and interventions that are implemented to improve sexual health. Our analysis should be seen as an earlystage investigation of the benefit of measuring sexual health systematically in a wide range of settings. There are several important limitations to this analysis. First, this survey was not validated and was a combination of several questionnaires. However, given the lack of guidance in systematically assessing sexual health, we felt that modifying existing instruments for our clinic population was appropriate. In addition, this was a cross-sectional study, and we are unable to assess causality. Moreover, the STD clinic population is not representative of all women of San Francisco and therefore may not be generalizable outside the clinic or in other settings. It is not clear how representative the findings of our analysis are to the broader population of women, particularly given that such a high proportion of women were experiencing symptoms at the visit. Also, with the moderate response rate, the survey may not represent all women seeking care at the STD clinic. We were unable to compare the results of the questionnaire to a non-STD clinic group. Women seeking services in a primary care setting may have higher baseline sexual health measures. However, we attempted to address this issue by stratifying by whether the patient was presenting with symptoms or not. An additional limitation is that we were unable to further stratify responses based on specific diagnoses at the visit, given the small number of women with any STD at the visit. However, few differences in sexual health were seen between symptomatic and asymptomatic women.
Landmark studies by Kinsey et al. 31 and Laumann et al. 32 brought the lens of scientific rigor to the subject of sexual health. However, there is still much to be done to advance the field and our understanding of the population health basis of sexual health. As CDC and its partners reinvigorate the advancement of the sexual health framework, more broad-based assessments of sexual health in a variety of populations will be critical to identifying points of intervention and progress toward success.
